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FACTORS INFLUENCING THE USE OF EPISIOTOMY DURING 
VAGINAL DELIVERY IN SOUTH EASTERN NIGERIA
B.	cHiGBu,	s.	onWErE,	c.	aluKa,	c.	KaManu	and	E.	adiBE
ABSTRACT
Background: Given considerable evidence that routine episiotomy increases maternal morbidity 
and without evidence to support maternal or neonatal benefit, has episiotomy use changed among 
health care providers? To date, very limited information exists relating to the past and current 
practice of episiotomy in many developing countries.
Objective: To determine the prevalence of episiotomy at Aba in South Eastern Nigeria, examine 
factors influencing the performance of episiotomy and document complications associated with 
the procedure.
Design: A hospital based retrospective study.
Setting: The Abia State University Teaching Hospital (ABSUTH), Aba in South Eastern Nigeria, 
from January 2001 to December 2005.
Subjects: Four thousand, one hundred and seventy two mothers who delivered vaginally within 
the study period.
Results: There were 1877 episiotomies, for an episiotomy rate of 45%. Ninety per cent of the 
primigravid parturients had episiotomy. Women undergoing episiotomy were younger (mean age 
24.7 years; range 16-37) than women without episiotomy (mean age 28.5 years, range 20-43). When 
controlled for parity and maternal age, other risk factors were occipito-posterior position, vacuum 
extraction, forceps delivery, vaginal breech delivery, and a history of Caesarean section. Episiotomy 
use was also associated with major perineal lacerations and increased length of hospital stay.
Conclusion: The episiotomy rate of 45 per 100 vaginal deliveries in this study is obviously higher 
than evidence-based recommendations for optimal patient care. A policy of systematic reduction 
in the incidence of episiotomy can be pursued in this hospital. Greater attention needs to be paid 
to selection of women to undergo episiotomy.
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non-reassuring	 foetal	 heart	 rate	 pattern,	 vacuum	
or	 forceps-assisted	vaginal	delivery,	 and	shoulder	
dystocia	 (1,7).	 it	 also	 was	 believed	 to	 hasten	 the	
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second	 stage	 of	 labour	 and	 reduce	 the	 risk	 of	
spontaneous	 perineal	 tearing,	 subsequent	 pelvic	
floor dysfunction, urinary and faecal incontinence, 






to	 a	 third	 or	 fourth	 degree	 tear,	 unsatisfactory	
anatomical	 results,	 increased	 blood	 loss,	 anal	
sphincter	 dysfunction,	 perineal	 pain	 and	 painful	
sex	(1-6).	records	suggest	that	women	who	have	an	
episiotomy do not have significantly improved labour, 
delivery,	and	recovery	compared	with	those	who	do	
not	 have	 one	 (3-5).	 unfortunately,	 by	 traditional	
obstetric	 practice,	 women	 are	 not	 necessarily	




have	 therefore	 conclusively	 determined	 that	 the	
routine	use	of	episiotomy	should	be	abandoned	and	
that	perineal	trauma	is	decreased	when	episiotomy	
is	 not	 performed	 (6,8).	 nonetheless,	 the	 optimal	
rate	 of	 episiotomy	 for	 maximising	 maternal	 and	












deliveries	 at	 the	 maternity	 unit	 of	 the	 abia	 state	
university	teaching	Hospital	(aBsutH)	between	
January	 2001	 and	 december	 2005.	 all	 cases	 of	
caesarean	 deliveries,	 and	 laparotomy	 following	
uterine	rupture	were	excluded.
during	 the	 period,	 the	 hospital	 had	 no	 clear	
policy	 on	 episiotomy;	 most	 accoucheurs	 who	
conducted	 deliveries	 gave	 episiotomy	 if	 they	
considered	that	the	perineum	was	too	tight	or	for	
other	obstetric	reasons.	Midwives	performed	most	
deliveries	 and	 episiotomies,	 but	 the	 repairs	 were	
done	by	physicians	usually	of	the	cadre	of	a	house	
officer or a junior resident (less than two years 
in	 training).	 Episiotomy	 in	 this	 study	 refers	 to	 a	
mediolateral	episiotomy	as	this	is	the	type	offered	
by	midwives	and	physicians	in	this	institution.
the	 case	 notes	 of	 the	 patients	 were	 obtained	
from	the	medical	records	department	and	analysed	
to	determine	the	proportion	of	paturients	that	had	







were	 made	 using	 the	 chi	 square	 test	 with	Yates	
correction	 or	 fisher’s	 exact	 test	 as	 appropriate.	
P-value of < 0.05 was considered significant.
Ethical	approval	was	sought	and	obtained	from	
the	 research	 and	 ethics	 committee	 of	abia	 state	
university	teaching	Hospital.
RESULTS
the	episiotomy	 rate	 in	 this	 series	was	45	per	100	
patients.	 the	 results	 of	 the	 analysis	 of	 factors	
influencing the performance of episiotomy in the 
women	are	presented	(table	1).	ninety	per	cent	of	
primigravid	 women	 had	 episiotomy.	 nulliparity	
was a significant risk factor for episiotomy (p<0.001). 
Women	undergoing	episiotomy	were	younger	(mean	
age	24.7	years;	 range	16-37)	 than	women	without	
episiotomy	 (mean	 age	 28.5	 years;	 range	 20-43).	
Breech delivery was associated with a significantly 
higher	 incidence	 of	 episiotomy	 compared	 to	








fourth	 degree	 perineal	 tears	 was	 analysed.	 forty	
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Women	 with	 episiotomy	 had	 a	 slightly	 longer	
hospital	length	of	stay	on	average	(2.5	±	2.3	days),	
compared	with	women	without	episiotomy	(2.1	±	2.5	




rate of episiotomy that can be identified at present 
relies	 on	 studies	 that	 report	 well	 maternal	 and	
neonatal	outcomes	with	very	low	rates	of	episiotomy	
of	ten	or	less	per	100	vaginal	deliveries	(4,5).	on	that	
basis,	 even	 though	 the	“right”	 rate	of	 episiotomy	
is	unknown,	 it	 is	appropriate	 to	conclude	 that	 the	
episiotomy	rate	of	45	per	100	vaginal	deliveries	 in	












with	 episiotomy	 may	 also	 reflect	 an	 interaction	
between younger age at first birth and a high rate 
of episiotomy at first birth, as other studies have 






so,	 recent	 studies	 from	developed	countries	 show	
a	steady	decrease	 in	 the	percentage	of	episiotomy	
with	 operative	 deliveries	 as	 did	 episiotomy	 with	
spontaneous	 deliveries	 (12,13).	 one	 of	 the	 most	
serious	consequences	of	episiotomy	is	its	association	
with	increased	risk	of	anal	sphincter	damage	as	was	
observed	 in	 this	 study.	Even	when	anal	 sphincter	
damage	is	recognised	at	delivery,	current	methods	
of	 surgical	 repair	 are	 inadequate.	 Persistent	 anal	
Table 1
Factors influencing the practice of episiotomy
Variable	 Had	no	 Had		 rr	 P-value
	 	 episiotomy	 episiotomy
	 	 no.	 (%)	 no.	 (%)	 (95%	ci)
Mean	age	(mean	range)	 28.5	(20-43)	 24.7	 (16-37)
age	in	years
	 <19	 8	 3.6	 214	 96.4
	 20-24	 100	 8.3	 1100	 91.7	 	 	 <0.001
	 25-29	 1506	 88.2	 202	 11.8
	 30-34	 572	 76.3	 178	 23.7
 ≥35 483 72.5 183 27.5
Parity
	 0	 127	 10.0	 1150	 90.0	 	 	 <0.001
	 1-2	 1115	 64.2	 623	 35.8
	 3-4	 696	 91.7	 63	 8.3
 ≥5 359 89.8 41 10.2 
obstetric	factors
	 Vertex	delivery	 2178	 59.9	 1460	 40.1
	 Breech	delivery	 26	 40.0	 39	 60	 1.50	 (1.11-2.02)	 <0.001	
	 occipito-posterior	position	 1	 4.5	 21	 95.5	 13.17	 (1.94-89.40)	<0.001	Yates	corrected
	 Vacuum	extraction	 71	 15	 284		 85	 2.99	 (2.43-3.69)	 <0.001
	 forceps	delivery	 1	 9.1	 10	 90.9	 6.59	 (1.02-42.68)	 <0.001	fisher’s	exact
	 Vaginal	birth	after	a	c-section	 19	 23.2	 63		 76.8		 2.58		 (1.74-3.84)		 <0.001














in	 conclusion,	 the	 episiotomy	 rate	 of	 45	 per	 100	
vaginal	deliveries	in	this	study	is	obviously	higher	
than	evidence-	based	recommendations	for	optimal	
care.	 Episiotomy	 rates	 were	 particularly	 high	 in	
our	primigravid	women	and	younger	parturients.	
Episiotomy	 was	 also	 associated	 with	 a	 high	 rate	
of	 wound	 breakdown	 and	 increased	 rate	 of	 anal	
sphincter	damage.	a	policy	of	systematic	reduction	
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